
















dournal of Cardiology (2010) 56, 176—182
avai lab le at www.sc iencedi rec t .com
journa l homepage: www.e lsev ier .com/ locate / j j cc
riginal article
ong-term -blocker therapy improves diastolic
unction even without the therapeutic effect on
ystolic function in patients with reduced ejection
raction
hunsuke Tamaki (MD)a, Yasushi Sakata (MD, PhD)a,
oshiaki Mano (MD, PhD)a, Tomohito Ohtani (MD, PhD)a,b,
asuharu Takeda (MD, PhD)a,b, Daisuke Kamimura (MD)c,
ousuke Omori (MD)a, Kazuhiro Yamamoto (MD, PhD, FJCC)a,b,∗
Department of Cardiovascular Medicine, Osaka University Graduate School of Medicine, 2-2 Yamadaoka, Suita 565-0871, Japan
The Center for Advanced Medical Engineering and Informatics, Osaka University, Suita, Japan
The Department of Medical Science and Cardiorenal Medicine, Yokohama City University Graduate School of Medicine and
chool of Medicine, Yokohama, Japan
eceived 31 January 2010; received in revised form 8 March 2010; accepted 12 April 2010






Summary The beneﬁcial effects of -blocker therapy on the clinical outcomes of heart failure
with reduced ejection fraction (HFREF) are attributed to the improvement in ejection fraction
(EF) and left ventricular (LV) reverse remodeling. Previous studies only reported the -blocker
therapy-induced improvement of diastolic function accompanied by the increase in EF in HFREF
patients. This retrospective study aimed to elucidate whether -blocker therapy improves dias-
tolic function even without an increase in EF. Out of the consecutive 11,830 echocardiographic
reports, HFREF patients without an increase in EF following long-term -blocker therapy com-
prised the study subjects (n = 19). During the mean follow-up of 17 months, -blocker therapy
signiﬁcantly decreased peak mitral E-wave velocity (70± 25—50± 18 cm/s, p < 0.01) and ratio of
peak mitral E- to A-wave velocities (E/A ratio) (1.4± 0.8—0.9± 0.4, p < 0.05), prolonged decel-
eration time of the mitral E-wave velocity (DcT) (167± 54—206± 61ms, p < 0.05), and improved
New York Heart Association functional class (2.3± 0.7—1.8± 0.4, p < 0.01) without changes in
LV volume. Because DcT and E/A ratio are well known to correlate with LV ﬁlling pressures in
patients with reduced EF, our results indicate a reduction in LV ﬁlling pressures without changes
in LV volume, suggesting a reduction in LV stiffness. Thus, long-term -blocker therapy is likely
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to improve diastolic function even without a concomitant increase in EF in HFREF patients, which











































To evaluate the relation between the patients’ baseline
characteristics and the -blocker-induced changes in the
parameters of the transmitral ﬂow velocity curves (mitral E-failure.
© 2010 Japanese College of C
Introduction
In the last decade, clinical evidence has accumulated to
indicate the beneﬁcial effects of -blockers on clinical
outcomes in heart failure with reduced ejection fraction
(HFREF) [1—4]. The beneﬁcial effects are attributed to
an improvement in ejection fraction (EF) and the reduc-
tion of left ventricular (LV) volume [5—11], and HFREF
patients without an improvement in EF following long-term
-blocker therapy are considered as non-responders to
-blocker therapy.
It has been revealed that diastolic function is an inde-
pendent determinant of the symptoms and the prognosis
of HFREF patients [12—14]. Previous studies have demon-
strated that -blocker therapy improves LV diastolic function
in association with the increase in EF [15—19]; however,
it remains unclear whether an improvement in LV diastolic
function can be expected even in HFREF patients without
the desirable response in EF to long-term -blocker ther-
apy. If LV diastolic function is improved even without the
therapeutic effects on EF, the HFREF patients without the -
blocker therapy-induced increase in EF may not necessarily
be non-responders to this therapy.
This study aimed to elucidate whether long-term -
blocker therapy improves diastolic function in HFREF
patients even without a signiﬁcant increase in EF.
Patients and methods
Patients
This retrospective study was approved by Osaka University
Hospital Ethical Committee. Among the consecutive 11,830
records of echocardiography in our hospital between Jan-
uary 2005 and October 2009, 827 patients with LVEF 40%
were identiﬁed. Out of these 827 patients, HFREF patients
who met the following criteria in our outpatient clinic were
enrolled in this study; LVEF was 40% before the initia-
tion of -blocker therapy, heart failure was diagnosed and
-blocker therapy was initiated in our hospital, echocardio-
graphic data were obtained before and more than 6 months
after the initiation of -blocker. Patients were excluded
if they had a relative increase in LVEF 25% versus base-
line after the treatment with -blocker, severe valvular
heart disease, congenital heart disease, renal failure (serum
creatinine level >2.0mg/dl), atrial ﬁbrillation, myocar-
dial infarction and/or coronary revascularization within 6
months of the initiation of -blocker, permanent pacemak-
ers and/or deﬁbrillators. This cutoff value is >2 SD above the
changes in LVEF observed after administration of placebo in
randomized trials with ß-blockers, and has been used in pre-
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ith reduced LVEF [20]. The patients with a history of left
entriculoplasty or of LV assist device implantation were
lso excluded. Finally, 19 patients met the criteria, and
heir data before the initiation of -blocker therapy were
ompared to those more than 6 months after the initia-
ion. An improvement in New York Heart Association (NYHA)
unctional class 1 following -blocker therapy was deﬁned
s the improvement in symptoms of heart failure in this
tudy.
chocardiography
V dimensions were measured from M-mode echocardiog-
aphy in the parasternal long-axis view. LV end-diastolic
imension (LVEDD) was measured at the onset of the QRS
omplex on the electrocardiogram, and LV end-systolic
imension (LVESD) was deﬁned by the smallest LV cavity. Left
trial dimension (LAD) was measured as the distance from
he leading edge of the posterior aortic wall to the lead-
ng edge of the posterior left atrial wall at end-systole. The
itral ﬂow velocity was recorded in the apical 4-chamber
iew by placing the sample volume of the pulsed wave
oppler echocardiography at the mitral valve tip, and peak
arly (E) and late (A) transmitral ﬂow velocities were mea-
ured. The deceleration time of the mitral E-wave (DcT) was
easured from its peak to the time when the descent of the
ave intercepted the baseline [21—23]. LV end-systolic and
nd-diastolic volumes were measured with biplane Simp-
ons’ method to calculate EF and were corrected for body
urface area to calculate LV end-systolic (LVESVI) and end-
iastolic volume index (LVEDVI).
tatistical analysis
ll statistical analyses were performed using the Stat-View
tatistical package, version 5.0 (SAS Institute Inc., Cary, NC,
SA). Numeric results are expressed as the mean± SD. The
ifferences of continuous variables, NYHA functional class
nd mitral regurgitation (MR) grade before and after the
nitiation of -blocker were evaluated using the Wilcoxon
igned-rank test, and the differences in the changes in the
arameters of the transmitral ﬂow velocity curves between
wo groups were evaluated using the Mann—Whitney U
est. Correlations among the changes in various variables
ere evaluated with Spearman’s correlation coefﬁcient.ave velocity, E/A ratio, and DcT), the study patients were
ivided into two groups by the mean value of each continu-
us variable of baseline characteristics. For NYHA class, the
atients were divided into those with NYHA class I or II and
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Table 1 Clinical and study characteristics in the study
patients.
Age (years) 57± 14
Gender (male) 84%
Ischemic heart disease 47%
Medications
ACE inhibitors 63%















































DiscussionSerum creatinine level (mg/dl) 1.0± 0.3
ACE: angiotensin-converting enzyme.
ith NYHA class III or IV. A p-value <0.05 was considered
tatistically signiﬁcant.
esults
atients’ characteristics before the initiation of -blocker
re summarized in Table 1. The mean patient age was 57
ears, and 84% of the patients were men. The underlying
isease was ischemic heart disease in 9 patients and idio-
athic dilated cardiomyopathy in 10 patients. In all of the
tudy subjects, carvedilol was prescribed for HFREF, and the
ean total daily dose of carvedilol was 16± 9mg. The mean
ollow-up period was 17± 11 months.
The -blocker therapy did not change blood pressure,
V volumes, EF, MR grade, and LAD except heart rate
n the subjects of this study. In contrast, the adminis-




Table 2 Clinical and study characteristics at entry and follow-up
Entry
Heart rate (beats/min) 77 ± 10
Systolic blood pressure (mmHg) 116 ± 17
Diastolic blood pressure (mmHg) 65 ± 13
Echocardiography
LVEDVI (ml/m2) 123 ± 33
LVESVI (ml/m2) 84 ± 30
LVEDD (mm) 65 ± 7
LVESD (mm) 55 ± 7
LVEF (%) 34 ± 6
MR grade 2.1 ± 0.9
LAD (mm) 44 ± 6
Mitral E-wave velocity (cm/s) 70 ± 25
Mitral A-wave velocity (cm/s) 58 ± 19
E/A ratio 1.4 ± 0.8
DcT (ms) 167 ± 54
NYHA functional class 2.3 ± 0.7
DcT, deceleration time of mitral E-wave velocity; E/A ratio, ratio of p
left atrial dimension; LVEDD, left ventricular end-diastolic dimension
ventricular ejection fraction; LVESD, left ventricular end-systolic dim
mitral regurgitation; NYHA, New York Heart Association.S. Tamaki et al.
elocity and E/A ratio, and increased DcT. In associa-
ion with these changes in the indices of the transmitral
ow velocity curves, NYHA class signiﬁcantly improved
Table 2). Correlation analysis revealed that there was
o signiﬁcant association between the change in heart
ate and the changes in any indices of the transmitral
ow velocity curves. In particular, the -blocker-induced
hanges in mitral E-wave velocity, E/A ratio, and DcT
ere remarkable in the patients with an improvement of
YHA class  1 compared to the other patients. Heart
ate was decreased in both the patients with and with-
ut an improvement of NYHA class (Table 3). In either
atient group, there was no signiﬁcant change in LV volume
r EF.
The changes in mitral E-wave velocity and E/A ratio were
igniﬁcantly greater in the patients with high baseline mitral
-wave velocity or in those with high baseline E/A ratio
han in those with low baseline values. The patients with
ow baseline mitral A-wave velocity showed a signiﬁcantly
reater change in E/A ratio than those with high values.
/A ratio decreased more in the patients treated without
ngiotensin II receptor antagonists than in those with them,
nd DcT was more prolonged in the patients treated with
tatins than in those without them. Additionally, the change
n E/A ratio was signiﬁcantly greater in the patients with
igh baseline heart rate than in the other group (Table 4).
here was no other association between the patients’ base-
ine characteristics and the changes in the transmitral ﬂow
elocity curves.o address the issue whether -blockers provide beneﬁ-
ial effects on LV diastolic function in HFREF patients even
nassociated with an improvement in EF, we enrolled the
period in the study patients.
Follow-up p-value
67 ± 9 0.0008
115 ± 18 NS
67 ± 7 NS
112 ± 28 NS
74 ± 26 NS
61 ± 8 NS
51 ± 9 0.0289
34 ± 8 NS
1.5 ± 1.0 NS
40 ± 8 NS
50 ± 18 0.0040
60 ± 15 NS
0.9 ± 0.4 0.0269
206 ± 61 0.0298
1.8 ± 0.4 0.0067
eak mitral E-wave velocity to peak mitral A-wave velocity; LAD,
; LVEDVI, left ventricular end-diastolic volume index; LVEF, left
ension; LVESVI, left ventricular end-systolic volume index; MR,
Beta-blocker improves diastolic function 179
Table 3 The -blocker-induced changes in the indices of the transmitral ﬂow velocity curves and heart rate.
Entry Follow-up p-value
Patients with an improvement in NYHA class  1 (n = 8)
Mitral E-wave velocity (cm/s) 74 ± 29 49 ± 22 0.0207
Mitral A-wave velocity (cm/s) 51 ± 16 57 ± 7 NS
E/A ratio 1.7 ± 1.0 0.8 ± 0.4 0.0251
DcT (ms) 149 ± 50 210 ± 78 NS
Heart rate (beats/min) 78 ± 12 65 ± 7 0.0117
Patients without an improvement in NYHA class (n = 11)
Mitral E-wave velocity (cm/s) 67 ± 22 50 ± 17 NS
Mitral A-wave velocity (cm/s) 63 ± 21 62 ± 18 NS
E/A ratio 1.2 ± 0.7 0.9 ± 0.5 NS
5
of pe
vDcT (ms) 181 ± 5
Heart rate (beats/min) 77 ± 9
DcT, deceleration time of mitral E-wave velocity; E/A ratio, ratio
HFREF patients without response in EF to long-term -
blocker therapy, and evaluated the changes in the pulsed
Doppler transmitral ﬂow velocity curves which allow the
noninvasive assessment of LV diastolic function and ﬁll-






Table 4 The relation between the patients’ baseline characteris
the transmitral ﬂow velocity curves.
Change in mitral E-wave
velocity (cm/s)
Baseline mitral E-wave velocity
With high value −35± 18
With low value −5± 18
p-value 0.0042
Baseline A—–wave velocity
With high value —
With low value —
p-value NS
Baseline E/A ratio
With high value −37± 16












With high value —
With low value —
p-value NS
DcT, deceleration time of mitral E-wave velocity; E/A ratio, ratio of pe202 ± 50 NS
69 ± 10 0.0327
ak mitral E-wave velocity to peak mitral A-wave velocity.
The current study demonstrated that mitral E-wave
elocity and E/A ratio signiﬁcantly decreased with the pro-
ongation of DcT following long-term -blocker therapy
ithout signiﬁcant changes in LVEDVI in HFREF patients with-
ut a responsive increase in EF. Previous clinical studies
howed that both the decrease in mitral E-wave velocity
tics and the -blocker-induced changes in the parameters of






































































































































nd E/A ratio and the increase in DcT indicate the reduction
f LV ﬁlling pressures in the presence of LV systolic dysfunc-
ion [24,25]. Therefore, long-term -blocker therapy was
ikely to decrease LV ﬁlling pressure without changes in LV
olume in this study, indicating the reduction of LV stiffness.
t is noted that these changes were remarkable particularly
n the patients in whom the improvement in symptoms was
vident. The beneﬁcial effects of -blocker therapy on clini-
al outcomes have been attributed to LV reverse remodeling
nd the improvement of LV systolic function [6—11]. Previ-
us studies have shown that the improvement in LV diastolic
unction is concomitant with [16,17,26] and is followed by
15,18,19] the increase in EF. This study demonstrated that
ong-term -blocker therapy improves LV diastolic function
ven without an increase in EF, which is partly compati-
le with the previous study of Paraskevaidis et al. [27].
his study expanded the previous study by demonstrating
hat the beneﬁcial effects on LV diastolic function accom-
anied the improvement of heart failure symptoms in HFREF
atients. In addition, greater -blocker-induced changes in
he transmitral ﬂow velocity curves were observed in the
atients with high baseline E-wave velocity and E/A ratio
han in those with low values, and this result may underscore
he efﬁcacy of -blocker therapy in the HFREF patients with
evere diastolic dysfunction.
The current results are partly compatible with the previ-
us experimental studies with the animal model of heart
ailure with preserved EF and LV diastolic dysfunction
HFPEF). Our and other experimental studies have shown
hat long-term -blocker therapy improves the survival rate
f the animal HFPEF model [28,29]. The previous exper-
mental and clinical studies indicated that LV stiffening
lays a crucial role in the transition to HFPEF [30,31],
nd our animal study showed that long-term -blocker
herapy attenuated LV ﬁbrosis and stiffening [29]. Thus,
he -blocker therapy-induced attenuation of LV stiffen-
ng may well explain the alterations of the transmitral
ow velocity curves without signiﬁcant changes in LV vol-
me in this study. Although this clinical study lacks the
ata about the mechanisms of the improvement of LV stiff-
ning by -blocker therapy, our animal study suggested
hat the suppression of oxidative stress and of inﬂamma-
ory changes contributes to the attenuation of LV stiffening
29].
Long-term -blocker therapy reduced heart rate in this
tudy (Table 2), and this might have provided beneﬁ-
ial effects on LV diastolic function. However, the CIBIS
I trial demonstrated that heart rate reduction cannot
xplain -blocker-induced improvement of prognosis in
FREF patients [32], and the previous experimental stud-
es have shown that heart rate reduction therapy does not
esult in an improvement in LV diastolic function or a reduc-
ion in LV ﬁlling pressures [33,34]. Moreover, a recent clinical
rial showed the failure of heart rate reduction therapy to
educe cardiovascular death and hospitalization due to heart
ailure in patients with reduced EF [35]. In this study, heart
ate was decreased to a similar degree in both the patients
ith and without an improvement in NYHA class, and the
ffects on LV diastolic function were different between the
wo groups. In addition, there was no signiﬁcant associa-
ion between the change in heart rate and the changes in
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ation analysis. Thus, the effects of the reduction of heart
ate on LV diastolic function may be small in this study, even
f present.
tudy limitations
here are several limitations to this study. First, the number
f the study subjects was small. This is because -blockers
re usually initiated early after the onset of myocardial
nfarction, a small dose of -blockers had been prescribed
y other hospitals in most HFREF patients before they were
ntroduced to our hospital for the diagnosis of underly-
ng cardiovascular diseases or the stabilization of heart
ailure, and/or the long-term administration of -blockers
requently increases EF. All of the patients with these con-
itions were excluded from this study. Second, this is a
etrospective study, which resulted in substantial varia-
ion in the interval of echocardiographic studies, -blocker
osage, or the time from the initial echocardiogram until
he onset of therapy (1.7± 3.2 months). Although this may
ot affect our conclusion that long-term -blocker ther-
py improves diastolic function even without a concomitant
ncrease in EF in HFREF patients, future prospective stud-
es are required to clarify which patients are provided
reat beneﬁts by -blocker therapy or which doses of -
locker provide beneﬁcial effects on diastolic function. This
etrospective study may be affected by variability in sono-
raphers performing studies; however, our laboratory has
onﬁrmed small technical variations [22,36,37]. This study is
ot a randomized controlled prospective study, and we could
ot compare the changes between the HFREF patients with
nd without -blocker therapy; however, such a study is not
llowed for the ethical reason in this era when the -blocker
herapy has been established as effective in patients with
FREF or myocardial infarction. Third, we noninvasively
ssessed LV diastolic performance with the transmitral ﬂow
elocity curves. The previous clinical studies have demon-
trated the reliability of the transmitral ﬂow velocity curves
o assess LV ﬁlling pressures in the presence of systolic dys-
unction [24,25], and the comparison of the data before and
fter the initiation of the -blocker therapy is required in
his study. Furthermore, the changes in the ﬂow velocity
urves were related to the improvement in the heart fail-
re symptoms in this study. Thus, the lack of the invasive
ssessment of LV diastolic performance may not affect our
onclusions. Fourth, one may argue that EF will increase
ater in the subjects of this study. However, the mean follow-
p period was 17 months, and it is commonly believed that
F increases by 6 months after the initiation of -blockers
7,16]. Fifth, the assessment of the effects of -blocker
herapy on diastolic function in HFPEF patients may pro-
ide direct proof. However, the noninvasive evaluation of LV
iastolic function and/or ﬁlling pressures in subjects with
reserved EF has not been established. Sixth, the prescribed
oses of carvedilol in this study were lower than those in the
SA or European countries. This is because the maximal dose
llowed in Japan is 20mg/day. Lastly, we could obtain data
f tissue Doppler imaging of the mitral annular movement
oth before and after -blocker therapy in only 6 of the 19
ubjects. Although tissue Doppler imaging has been shown
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we could not assess the effects of -blocker therapy on this
imaging.
Conclusion
Long-term -blocker therapy improves diastolic function
even without a concomitant increase in EF in HFREF
patients. This may at least partly contribute to the
improvement in symptoms in HFREF patients treated with
-blockers, and it is unlikely appropriate to deﬁne patients
without a responsive increase in EF as non-responders to
-blocker therapy. The current results also suggest the ben-
eﬁcial effects of -blocker therapy in HFPEF patients with
diastolic dysfunction as well as in HFREF patients, which is




This study was supported by grants from the Japan Society
for the Promotion of Science (Tokyo, Japan), and the Ministry
of Health, Labour and Welfare (Tokyo, Japan). The authors
are grateful to Ms. Michie Tao-Tsubouchi, Ms. Jun Yokogawa,
and Ms. Yumiko Kobayashi for technical assistance in the
echocardiography, and to Ms. Marie Kusaka for secretarial
assistance.
References
[1] MERIT-HF Study Group. Effect of metoprolol CR/XL in
chronic heart failure: Metoprolol CR/XL Randomised Inter-
vention Trial in Congestive Heart Failure (MERIT-HF). Lancet
1999;353:2001—7.
[2] CIBIS-II Investigators and Committees. The Cardiac Insufﬁ-
ciency Bisoprolol Study II (CIBIS-II): a randomised trial. Lancet
1999;353:9—13.
[3] Colucci WS, Packer M, Bristow MR, Gilbert EM, Cohn JN, Fowler
MB, Krueger SK, Hershberger R, Uretsky BF, Bowers JA, Sackner-
Bernstein JD, Young ST, Holcslaw TL, Lukas MA. Carvedilol
inhibits clinical progression in patients with mild symptoms of
heart failure. US Carvedilol Heart Failure Study Group. Circu-
lation 1996;94:2800—6.
[4] Packer M, Bristow MR, Cohn JN, Colucci WS, Fowler MB,
Gilbert EM, Shusterman NH. The effect of carvedilol on mor-
bidity and mortality in patients with chronic heart failure. US
Carvedilol Heart Failure Study Group. N Engl J Med 1996;334:
1349—55.
[5] Nishiyama M, Park IS, Yoshikawa T, Hatai Y, Ando M, Takahashi Y,
Mori K, Murakami Y. Efﬁcacy and safety of carvedilol for heart
failure in children and patients with congenital heart disease.
Heart Vessels 2009;24:187—92.
[6] Metra M, Giubbini R, Nodari S, Boldi E, Modena MG, Cas LD.
Differential effects of ß-blockers in patients with heart failure.
Circulation 2000;102:546—51.[7] Lowes BD, Gilbert EM, Abraham WT, Minobe W, Larrabee P, Fer-
guson D, Wolfel E, Lindenfeld J, Tsvetkova T, Robertson AD,
Quaife RA, Bristow MR. Myocardial gene expression in dilated
cardiomyopathy treated with beta-blocking agents. N Engl J
Med 2002;346:1357—65.
[181
[8] Bristow MR, Gilbert EM, Abraham WT, Adams KF, Fowler MB,
Hershberger RE, Kubo SH, Narahara KA, Ingersoll H, Krueger
S, Young S, Shusterman N. Carvedilol produces dose-related
improvements in left ventricular function and survival in
subjects with chronic heart failure. MOCHA Investigators. Cir-
culation 1996;94:2807—16.
[9] Bristow MR, O’Connell JB, Gilbert EM, French WJ, Leather-
man G, Kantrowitz NE, Orie J, Smucker ML, Marshall G,
Kelly P. Dose-response of chronic beta-blocker treatment in
heart failure from either idiopathic dilated or ischemic car-
diomyopathy. Bucindolol Investigators. Circulation 1994;89:
1632—42.
10] Cohn JN, Ferrari R, Sharpe N. Cardiac remodeling—–concepts
and clinical implications: a consensus paper from an inter-
national forum on cardiac remodeling. J Am Coll Cardiol
2000;35:569—82.
11] Hori M, Sasayama S, Kitabatake A, Toyo-oka T, Handa S,
Yokoyama M, Matsuzaki M, Takeshita A, Origasa H, Matsui K,
Hosoda S. Low-dose carvedilol improves left ventricular func-
tion and reduces cardiovascular hospitalization in Japanese
patients with chronic heart failure: the Multicenter Carvedilol
Heart Failure Dose Assessment (MUCHA) trial. Am Heart J
2004;147:324—30.
12] Rihal CS, Nishimura RA, Hatle LK, Bailey KR, Tajik AJ. Systolic
and diastolic dysfunction in patients with clinical diagnosis of
dilated cardiomyopathy. Relation to symptoms and prognosis.
Circulation 1994;90:2772—9.
13] Pinamonti B, Di Lenarda A, Sinagra G, Camerini F. Restric-
tive left ventricular ﬁlling pattern in dilated cardiomyopathy
assessed by Doppler echocardiography: clinical, echocar-
diographic and hemodynamic correlations and prognostic
implications. Heart Muscle Disease Study Group. J Am Coll
Cardiol 1993;22:808—15.
14] Chrysohoou C, Pitsavos C, Barbetseas J, Kotroyiannis I, Brili
S, Vasiliadou K, Papadimitriou L, Stefanadis C. Chronic sys-
temic inﬂammation accompanies impaired ventricular diastolic
function, detected by Doppler imaging, in patients with newly
diagnosed systolic heart failure (Hellenic Heart Failure Study).
Heart Vessels 2009;24:22—6.
15] Andersson B, Caidahl K, di Lenarda A, Warren SE, Goss
F, Waldenstrom A, Persson S, Wallentin I, Hjalmarson A,
Waagstein F. Changes in early and late diastolic ﬁlling pat-
terns induced by long-term adrenergic beta-blockade in
patients with idiopathic dilated cardiomyopathy. Circulation
1996;94:673—82.
16] Kim MH, Devlin WH, Das SK, Petrusha J, Montgomery
D, Starling MR. Effects of beta-adrenergic blocking ther-
apy on left ventricular diastolic relaxation properties in
patients with dilated cardiomyopathy. Circulation 1999;100:
729—35.
17] Capomolla S, Febo O, Gnemmi M, Riccardi G, Opasich C,
Caporotondi A, Mortara A, Pinna GD, Cobelli F. Beta-blockade
therapy in chronic heart failure: diastolic function and
mitral regurgitation improvement by carvedilol. Am Heart J
2000;139:596—608.
18] Palazzuoli A, Quatrini I, Vecchiato L, Calabria P, Gennari L, Mar-
tini G, Nuti R. Left ventricular diastolic function improvement
by carvedilol therapy in advanced heart failure. J Cardiovasc
Pharmacol 2005;45:563—8.
19] Palazzuoli A, Carrera A, Calabria P, Puccetti L, Pastrorelli M,
Pasqui AL, Auteri A, Bruni F. Effects of carvedilol therapy on
restrictive diastolic ﬁlling pattern in chronic heart failure. Am
Heart J 2004;147:73—9.20] Penicka M, Bartunek J, De Bruyne B, Vanderheyden M, Goethals
M, De Zutter M, Brugada P, Geelen P. Improvement of left
ventricular function after cardiac resynchronization therapy is




















21] Kono M, Kisanuki A, Takasaki K, Nakashiki K, Yuasa T, Kuwahara
E, Mizukami N, Uemura T, Kubota K, Ueya N, Miyata M, Tei C.
Left ventricular systolic function is abnormal in diastolic heart
failure: Re-assessment of systolic function using cardiac time
interval analysis. J Cardiol 2009;53:437—46.
22] Takeda Y, Sakata Y, Mano T, Nishio M, Ohtani T, Hori M,
Masuyama T, Yamamoto K. Noninvasive assessment of diastolic
function in subjects with preserved left ventricular ejec-
tion fraction: usefulness of color kinetic imaging. J Card Fail
2008;14:569—76.
23] Yamaguchi H, Yoshida J, Yamamoto K, Sakata Y, Mano T, Akehi
N, Hori M, Lim YJ, Mishima M, Masuyama T. Elevation of plasma
brain natriuretic peptide is a hallmark of diastolic heart fail-
ure independent of ventricular hypertrophy. J Am Coll Cardiol
2004;43:55—60.
24] Yamamoto K, Nishimura RA, Chaliki HP, Appleton CP, Holmes Jr
DR, Redﬁeld MM. Determination of left ventricular ﬁlling pres-
sure by Doppler echocardiography in patients with coronary
artery disease: critical role of left ventricular systolic function.
J Am Coll Cardiol 1997;30:1819—26.
25] Nishimura RA, Appleton CP, Redﬁeld MM, Ilstrup DM, Holmes
Jr DR, Tajik AJ. Noninvasive Doppler echocardiographic
evaluation of left ventricular ﬁlling pressures in patients
with cardiomyopathies: a simultaneous Doppler echocardio-
graphic and cardiac catheterization study. J Am Coll Cardiol
1996;28:1226—33.
26] Eichhorn EJ, Bedotto JB, Malloy CR, Hatﬁeld BA, Deitchman
D, Brown M, Willard JE, Grayburn PA. Effect of beta-
adrenergic blockade on myocardial function and energetics
in congestive heart failure. Improvements in hemodynamic,
contractile, and diastolic performance with bucindolol. Circu-
lation 1990;82:473—83.
27] Paraskevaidis I, Farmakis D, Parissis JT, Dodouras T, Filippatos
G, Tsiapras D, Kremastinos D. Carvedilol improves left atrial
and left ventricular function and reserve in dilated cardiomy-
opathy after 1 year of treatment. J Card Fail 2007;13:108—13.
28] Kobayashi M, Machida N, Mitsuishi M, Yamane Y. Beta-blocker
improves survival, left ventricular function and myocardial
remodeling in hypertensive rats with diastolic heart failure.
Am J Hypertens 2004;17:1112—9.
29] Nishio M, Sakata Y, Mano T, Ohtani T, Takeda Y, Miwa T, Hori
M, Masuyama T, Kondo T, Yamamoto K. Beneﬁcial effects of
bisoprolol on the survival of hypertensive diastolic heart failure
model rats. Eur J Heart Fail 2008;10:446—53.
30] Masuyama T, Yamamoto K, Sakata Y, Doi R, Nishikawa H, Kondo
H, Ono K, Kuzuya T, Sugawara M, Hori M. Evolving changes in
[S. Tamaki et al.
Doppler mitral ﬂow velocity pattern in rats with hypertensive
hypertrophy. J Am Coll Cardiol 2000;36:2333—8.
31] Kawaguchi M, Hay I, Fetics B, Kass DA. Combined ventric-
ular systolic and arterial stiffening in patients with heart
failure and preserved ejection fraction: implications for sys-
tolic and diastolic reserve limitations. Circulation 2003;107:
714—20.
32] Lechat P, Hulot JS, Escolano S, Mallet A, Leizorovicz A,
Werhlen-Grandjean M, Pochmalicki G, Dargie H. Heart rate
and cardiac rhythm relationships with bisoprolol beneﬁt in
chronic heart failure in CIBIS II Trial. Circulation 2001;103:
1428—33.
33] Mulder P, Barbier S, Chagraoui A, Richard V, Henry JP, Lalle-
mand F, Renet S, Lerebours G, Mahlberg-Gaudin F, Thuillez C.
Long-term heart rate reduction induced by the selective I(f)
current inhibitor ivabradine improves left ventricular function
and intrinsic myocardial structure in congestive heart failure.
Circulation 2004;109:1674—9.
34] Ciobotaru V, Heimburger M, Louedec L, Heymes C, Ventura-
Clapier R, Bedossa P, Escoubet B, Michel JB, Mercadier JJ,
Logeart D. Effect of long-term heart rate reduction by If cur-
rent inhibition on pressure overload-induced heart failure in
rats. J Pharmacol Exp Ther 2008;324:43—9.
35] Fox K, Ford I, Steg G, Tendra M, Ferrari R. Ivabra-
dine for patients with stable coronary artery disease
and left-ventricular systolic dysfunction (BEAUTIFUL): a
randomised, double-blind, placebo-controlled trial. Lancet
2008;372:807—16.
36] Nishio M, Sakata Y, Mano T, Ohtani T, Takeda Y, Hori M,
Yamamoto K. Difference of clinical characteristics between
hypertensive patients with and without diastolic heart fail-
ure: the roles of diastolic dysfunction and renal insufﬁciency.
Hypertens Res 2008;31:1865—72.
37] Takeda Y, Sakata Y, Higashimori M, Mano T, Nishio M, Ohtani
T, Hori M, Masuyama T, Kaneko M, Yamamoto K. Noninvasive
assessment of wall distensibility with the evaluation of dias-
tolic epicardial movement. J Card Fail 2009;15:68—77.
38] Ommen SR, Nishimura RA, Appleton CP, Miller FA, Oh JK,
Redﬁeld MM, Tajik AJ. Clinical utility of Doppler echocar-
diography and tissue Doppler imaging in the estimation of
left ventricular ﬁlling pressures: A comparative simultaneous
Doppler-catheterization study. Circulation 2000;102:1788—94.
39] The J-DHF Program Committee. Rationale and design of a ran-
domized trial to assess the effects of beta-blocker in diastolic
heart failure: Japanese Diastolic Heart Failure Study (J-DHF).
J Card Fail 2005;11:542—7.
